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Correction of POSTERIOR UNILATERAL 


CROSS BITE by the General Practitioner 


CLARENCE L. BERGMANN, B.A., D.D.S., Watertown, Wisconsin 


DIGEST 

In the general practice of den- 
tistry, many children are seen 
who need orthodontic treatment. 
W here orthodontic 
treatment is necessary, these pa- 
tients should be referred to an 
orthodontist. Many simple cases, 
however, can be treated by the 
general practitioner. This article 
discusses some of the simple 
cases that can be handled in gen- 
eral practice and presents the 
step-by-step technique used in 
each case. 


complete 


Causes and Related Factors 
Cross bites in the posterior region are 
common. They are attributed to many 
factors, such as leaning habits, tongue 
positions, and ectopic eruption. The 
tongue, positioned in the palate, can 
create such excessive force that all the 
maxillary teeth will lie fully buccal to 
the mandibular teeth. If held within 
the mandibular arch, it will cause an 
overexpansion of that arch placing 
the mandibular bicuspids and molars 
buccal to the maxillary molars. 

Normal Development May be Re- 
stricted—Leaning habits exemplified 
by resting the face upon the knuckles 
of one fist while reading or occupied 
otherwise, have been reported to re- 
strict the normal attainment of maxil- 
lary denture width, thus producing a 
cross bite. 

Serious Problem May be Created— 
The cross bite in the buccal area is 
serious because if allowed to continue 
it will interfere with normal develop- 
ment processes and create a more 
serious problem. Buccal cross bite of 
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deciduous molars is not as serious as 
in the case of the permanent teeth be- 
cause the interval of time between 
loss of the deciduous teeth and the 
cuspal interlocking of the permanent 
bicuspids and molars permits re- 
covery. | 

Early Attention Recommended — 
Cross bites of the bicuspids and per- 
manent molars will not correct them- 
selves and must be given attention as 
soon as discovered. It is not recom- 
mended that the general practitioner 
undertake the correction of extensive 
cross bite conditions, but he can ren- 
der a useful service by correcting the 
simpler and more common cases. 


Case One . 

A boy sixteen years of age com- 
plained that the second left mandibu- 
lar molar was in lingual version and 
that it was annoying to his tongue. 
There was no evidence of inflamma- 
tion or soreness to the tongue. 

Examination of the mandibular 
arch revealed that the one posterior 
area showed a tendency to lingual 
version (Fig. 1). While studying or 
relaxing, the patient rested his face 
upon the knuckles of his right hand 
(Fig. 2.) 

Treatment Problem — This case 
should have been referred to an ortho- 
dontist for complete treatment, but 
the family was only interested in the 
correction of the second left mandibu- 
lar molar. 

Proposed Solution—The simplest 
method would have been to extract 
the left second mandibular molar. Up- 
on eruption of the third mandibular 
molar, however, the anterior com- 


ponent of force would cause the third 
mandibular molar to move into this 
space. The normal stress of occlusion 
would not be in the direction of the 
long axis of the tooth. There would 
also be an abnormal contact point or 
even an open contact which could 
cause food impactions. Also the con- 
tact points of the left mandibular bi- 
cuspids and molars could open. This 
area could be susceptible to periodon- 
tal disease. 

For the greatest service to the pa- 
tient, it was advisable to move the 
tooth into occlusion. The following 
steps were taken: 

1. An alginate impression was 
taken of the maxillary and mandibu- 
lar teeth. In this case a copper band 
compound impression was taken of 
the second mandibular molar. Any 
other type of impression material 
could be used. Stone models were 
made. 

2. Molar bands were constructed 
for the maxillary left second molar 
and the left mandibular molar. These 
bands were constructed from Chrome- 
Nickel Alloy .005 by 14 inch. Bands 
can be made of other materials such 
as precious metals or stainless steel. 

3. Preformed cylindrical bands can 
be fitted and festooned or the pinched- 
band technique can be used. 

4. A coil type hook was attached to 
the lingual of the mandibular band 
and the buccal of the maxillary band. 

5. The coil type hooks are placed 
with the opening to the anterior of the 
mouth. In this way, the lingual hooks 
are not as annoying to the tongue as 
a regular straight type hook, peinting 
eingivally. Through-the-bite traction 
was then used (Fig. 3). 

6. A Number 6 rubber ligature was 


used first from the lingual of the left 
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The occlusal of the mandibular cast illustrates the right pos- Models were oaks wale oe ake bands were removed and 
terior area in slight lingual version and the ais second molar the mandibular second molar over-corrected and not in 


in complete lingual version. 


second mandibular molar to the buc- 
cal of the left second maxillary molar. 

7. As the treatment progressed, the 
size of the rubber ligature was de- 
creased. The rubber ligature should 
be small enough to maintain tension 
when the jaws are closed or at rest. 
The rubber ligatures are worn twenty- 
four hours a day and replaced every 
twenty-four hours. 

Observation Continued — The pa- 
lient is given an ample supply of bands 
and instructed to keep several with 
him for replacement in case of break- 
age. 

The patient is seen weekly. 

The crossbite must be overcorrec- 
ted, that is, carried to a cusp-to-cusp 
relationship in the opposite direction. 

Figure 4 shows the models after the 
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ocelusion. — 





bands were removed after five months 


of treatment. The second molars are 
not in occlusion. A picture taken after 
six months shows the second molars 
in occlusion (Fig. 5). 


D- 

Models made elev- 
en months after 
start of treatment. 
Shows the left sec- 
ond molars in oc- 
clusion. 


Conclusions — Although complete 
orthodontic treatment was not done. 
the patient now has these molars in 
normal occlusion. If the left second 
mandibular molar had been extracted. 
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The left side of the study model shows the second mandibular 


bicuspid in lingual version. 


he would have been a dental cripple 
for life at the age of sixteen. 


Case Two 

The patient in this case was a boy 
thirteen years of age with the left 
second mandibular bicuspid in lingual 
version. The space for this bicuspid 
had closed approximately one milli- 
meter. If this condition had not been 
corrected, the anterior component 
force of occlusion would cause this 
tooth to continue to drift toward the 
lingual. As this space continued to 
close, it would require complete or- 
thodontic treatment to open the space 
and move the tooth into position. If 
this were not done there would be an 
early loss of this tooth (Fig. 6). 

Treatment—The following 
were taken: 

1. Chrome-Nickel Alloy bands were 
constructed for the left first maxillary 
bicuspid and the left second mandi- 
bular bicuspid. The band material 
used was .004 by 3/16 inches. 

2. A buccal extension of 21l-gauge 
(.028) wire material was fastened to 
the buccal surface of the maxillary 
band, extending the length of the left 
second maxillary bicuspid. This was 
done to prevent movement of the 


steps 


maxillary bicuspids. 

3. A coil type hook was attached to 
the buccal of the maxillary band to- 
ward the distal, extending to the buc- 
cal surface of the second bicuspid. A 
coil type hook was also attached to 
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7. 


in position. 





the lingual of the mandibular band. 

Through-the-bite traction was also 
used in this case. Figure 7 shows the 
working model. 

4. A Number 4 rubber ligature was 
used first from the lingual of the man- 
dibular band to the buccal of the 
maxillary band. Later this was de- 
creased to a Number 3 ligature. 

o. If greater expansion had been 
necessary in the mandibular area this 
method could not have been used. 
Figure 8 shows the models of the 
mouth with the bands removed after 
four months of treatment. 

Conclusions—There was no notice- 
able change in the mandibular an- 
terior teeth. 

By making this correction at this 


The working model with bicuspid bands and rubber ligature 


3. 

Models were made 
at the time the 
bands were remov- 
ed after four 
months of treat- 
ment with the 
mandibular _ sec- 
ond bicuspid in 
occlusion. 


time, future orthodontic treatment is 
unnecessary. If this tooth had been 
lost, the left mandibular molars would 
have moved mesially and the first bi- 
cuspid drifted slightly distal. The 
force of occlusion then would not be 
in the direction of the long axis of the 
left posterior mandibular teeth. This 
condition could cause an early loss of 
these teeth. By making this correction 
the patient has a good functional oc- 
clusion. 


Case Three 

In a fourteen-year-old girl the right 
maxillary first bicuspid was in lingual 
version. From the point of view of the 
patient and the parents the problem 
was only that of esthetics (Fig. 9). 
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These study models show the right maxillary first bicuspid 


in lingual version. 


10. 


Bicuspid bands in position with a double-hook attachment. 


l'reatment—In this case, the pinch 
type band was used. The following 
steps were taken: 

l. Stainless steel band material, 
125 by .004 inch, was adapted to the 
maxillary and mandibular first right 
bicuspids. To secure a snug fit, the 
bands should be burnished well on the 
other surfaces but pinched on the buc- 
cal surface. 

2. After the band was fitted, it was 
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Bicuspid bands in position with a double-hook attachment 


and double rubber ligatures. 


12. 


The lateral view of the completed case after six weeks of 


treatment, with bicuspids in occlusion. 


removed from the tooth and soldered 
or spot welded. 8K solder was used 
with the stainless steel. Precious metal 
could also be used in place of stainless 
steel. 

3. On the buccal surface of the first 
bicuspid mandibular band, a 21- 
gauge wire was soldered horizontally. 
Both ends of the wire were bent 
gingivally. This gave a double hook 
attachment (Fig. 10). 


4. In the same way, a 21-gauge 
wire was attached to the lingual sur- 
face of the maxillary first bicuspid 
band, again forming a double hook. 
The double type hooks can be used for 
doubie ligation. 

39. A rubber ligature was attached 
to the buccal distal hook of the first 
mandibular bicuspid and to the lin- 
gual distal hook of the first maxillary 
bicuspid, and also from the buccal 
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mesial hook of the first mandibular 
bicuspid to the mesial lingual hook of 
the first maxillary bicuspid. 

6. A Number 4 rubber ligature was 
first used and later reduced to a Num- 
ber 3. When a double ligature is used, 
the bands have to fit the teeth snugly 
otherwise they will rapidly loosen 
(Fig. 11). 

7. Four weeks later, the maxillary 
first bicuspid had moved buccally in- 
to occlusion. A Number 3 rubber liga- 
ture was then extended from the buc- 
cal distal hook of the mandibular to 
the lingual mesial hook of the maxil- 
lary first bicuspid. In this way, the 
mesial of the maxillary first bicuspid 
was turned bucally and rotated dis- 
tally. This was accomplished in two 
weeks, 

Figure 12 shows models of the com- 
pleted case after six weeks of treat- 
ment. The maxillary first bicuspid is 
now in functional occlusion. 

Conclusions—The patient is no 





longer self-conscious of the maxillary 
first bicuspid and, in smiling or 
laughing, does not attempt to conceal 
the area. Correction improved not 
only her appearance but her person- 
ality as well. 


Case Four 

A girl fourteen years of age in need 
of complete orthodontic treatment 
was referred to an orthodontist. The 
parents were only interested, how- 
ever, in the correction of the maxil- 
lary and mandibular left bicuspids. 
The maxillary left bicuspids were in 
buccoversion and not in occlusion. 
The mandibular bicuspids were tipped 
slightly lingual (Fig. 13). 

Treatment — Bicuspid bands were 
constructed from Chrome-Nickel Al- 
loy .004 by 3/16-inch band material. 
The following corrections were made: 

1. A coil type hook was attached 
to the lingual of the mandibular bands 
and the buccal of the maxillary bands 








(Fig. 14). The wire for the coil type 
hooks used was 22-gauge (.025) wire 
of Chrome-Nickel Alloy. 

2. Through-the-bite traction was 
applied. Figure 15 shows the working 
models. 

3. A Number 4 rubber ligature was 
used from the lingual of the left man- 
dibular bicuspids to the buccal of the 
left maxillary bicuspids. The bands 
were constructed on these models. 
After the bands were removed from 
the mouth, they were replaced on the 
models. Figure 15 also shows the rub- 
ber ligature in position. As the treat. 
ment progressed, a Number 3 rubber 
ligature was used. 

Conclusions—The models in Figure 


16 were made four months after treat- 
ment began. At that time the band: 
were removed. The interproximal 
spaces evident between the teeth will 
eventually close. The bicuspids are in 
functional occlusion. This will deh- 
nitely prolong the life of these teeth. 
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It has also improved the appearance 
of the patient. 

Examination—A fter three years the 
teeth in this case settled into a final 


position similar to that shown in 
Figure 16. Although there is still a 
slight malocclusion in this mouth, 


good functional occlusion has been 
established. 


Case Five 

The patient in this case. a boy of 
len years of age, had an early eruption 
of the second dentition. Complete or- 
thodontic treatment was necessary in 
this mouth, but there are occasions 
When this is not possible. 

Treaiment—The distal of the max- 
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illary right central was rotated labial- 
ly. The left maxillary first and second 
bicuspids were in buccoversion. As 
complete orthodontic treatment was 
not available for this patient, the ques- 
tion was correction of the anterior 
portion of the maxilla or of the left 
posterior portion. It was decided that 
it would be of more value to the pa- 
tient to bring the maxillary bicuspids 
into occlusion (Fig. 17). The follow- 
ing steps were taken: 

1. The pinch type band, stainless 
steel (.125 by .004) was adapted to 
the left maxillary and mandibular bi- 
cuspids. 

2. A 2l-gauge wire was soldered to 
the buccal of the maxillary bicuspids 


and bent to form a hook, pointing 
gingivally. 
3. To the lingual surface of the 


mandibular bicuspid bands, the same 


type of hook was formed. Rubber 
ligature Number 4 was extended from 
the lingual mandibular hooks to the 
buccal maxillary (Fig. 18). 

4. After nine weeks, the bands were 
removed and the bicuspids allowed to 
settle into position (Fig. 19). 

3. Five months later, the patient 
was examined again. All the posterior 
teeth on the left side were in good 
functional occlusion (Fig. 20). 

Conclusion — Although complete 
orthodontic treatment was not pos- 
sible in this case, the patient’s left 
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maxillary bicuspids and molars were 
returned to functional occlusion. 
Some preventive effects were also ac- 
complished. 


Summary 

This article describes one type of 
simple orthodontic correction that can 
be made by the general practitioner. 
Bilateral posterior cross bites can be 


corrected the same way. Other types 
of simple corrections can also be done. 

The primary concern of the cases 
illustrated was improvement of the 
occlusion. For various reasons no 
complete orthodontic treatment was 
possible. Improvement was, therefore, 
the desired result. 

Many comprehensive surveys pro- 
vide evidence that a large percentage 


of children suffer from irregularities 
of the teeth. The general practitioner 
is the first to see the orthodontic 
problem. It is his responsibility to cor. 
rect the simple irregularities and make 
arrangement for complete orthodon. 
tic treatment. 
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Summary 

Twelve persons received 2 to 4 
grams of fluorescein sodium per 
mouth. Two hours later it was pos- 
sible to recover fluorescent fluid 
from most gingival pockets. In 5 
persons fluorescent material was 
recovered from the depth of nos- 
trils. Exudate containing fluoresce- 
in was found regardless of whether 
these epithelia were inflamed or 
not. However, it was apparent that 





Passage of Tissue Fluid Into Gingival Pockets 


inflamed nasal and pocket epitheli- 
um yielded greater amounts of fluo- 
rescent fluid than did healthy epi- 
thelia. With the exception of pocket 
epithelium it could not be demon- 
strated that oral epithelia allow 
fluorescein to pass. Secretory prod- 
ucts from salivary glands, mucin- 
ous glands of the hard palate and 
sudoriferous glands of the upper 
lip, nose, and forehead did not 


contain detectable amount of fluo- 
rescein. 


Comment 

It is noted that the outgoing 
stream of fluid coming from gingi- 
val pockets may have a cleansing 
effect in that it may carry minute 
particles out of the pockets and by 
streaming out the impact of the 
fluid may block the entrance to the 
pockets. 

Adapted from Acta Odontologica 
Scandinavica 17:18 (May) 1959. 
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FIXED BRIDGES 


DIGEST 

This is the second in a series of 
four articles describing a tech- 
nique for constructing fixed 
bridges. In this installment the 
author describes the method of 
fnishing the three-quarter crown 
to be used as an abutment and 
presents step-by-step directions 
for placing a section of the 
bridge. 





Steps in Second Procedure 
After the crown and beam composing 
the section of the bridge is cast the 
next step is to wax up the three-quarter 
crown: 





1. A piece of matrix metal bent 
around the approximating tooth and 
lubricated may be an aid in starting 
the wax-up (Fig. 11). This may not 
be necessary, however, since the ap- 
proximating tooth can be removed en- 
tirely, 

2. After the three-quarter crown is 
waxed, adapt plastic backings (see 
Figure 23) to the facings and wax 
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Assembled in the Mouth —Part Two 


COYL B. THOMAS, D.D.S., Lebanon, Missouri 


backings to the three-quarter crown 
pattern. 

3. Form wax pontic around three 
sides of beam-top, buccal, and lingual, 
in such a manner that the crown pat- 
tern and pontics may be withdrawn 
from the three-quarter preparation 
and beam in one piece, invested, and 
cast. Figure 12 shows wax-up with 
facings in place and the approxi- 
mating lateral removed. Figure 13 
shows the wax-up with the facings off. 
Figure 14 shows this section cast and 
as yet not polished. 

Section of Bridge Placed in Posi- 
tion—1. This section is polished and 
placed in position on the three-quarter 
abutment and beam and held securely 
in place with thumb pressure while 





il. 

Crown-beam in place. Three-quarter 
crown waxed, matrix metal in place. 
12. 

The bridge waxed, facings in place and 
approximating tooth removed. 

13. 

Bridge waxed, facings off. 








drilling the first hole directly through 
the backing, beam, and lingual side of 
bridge. 

2. Continuing the pressure to hold 
the sections in place the hole is reamed 
with a machine taper reamer. Both the 
drill (a bi-bevel drill works best) and 
the reamer may be used in the straight 
handpiece (Fig. 15). 

3. A machine taper pin is carried 
to the hole with a pair of locking 
pliers having a groove in the beaks 
(Fig. 16). This pin is forced to a 
tight fit and a second hole is drilled, 
tapered, and the pin inserted into it. 
The bridge will now appear as shown 
in Figure 17. 

4. The ends of the pins protruding 
from the buccal side of the bridge are 
ground smooth with the backing so 
that the facings may be placed over 
them (Fig. 18). 

o. After placing the facings the 
ends of the pins protruding from the 
lingual side are shortened so that a 
minimum of finishing will be required 
when the bridge is inserted in the 
mouth. Figure 19 shows how the 
lingual will appear before the bridge 


is placed in the mouth. 








14. 


Bridge cast, untouched. 


15. 
Tapering hole in bridge. 


16. 


Placing pin bridge on cast. 


17. 


Bridge assembled with pins, on cast. 


1s. 


Finishing bridge on cast closed. 


19. 
Lingual bridge on cast. 


Temporary Crowns Removed—1. 
The temporary crowns (as shown in 
Figure 20) which had been placed 
after the impressions had been made 
of the mouth following the prepara- 
tion of the abutments, are removed. 

2. A sufficient amount of cement 
for both crowns is mixed, the molar 
crown and beam seated, the second 
section placed in position, and the 
pins inserted. 

3. The backings are cemented in 
place. 

4. After the cement is set the small 
amount of the ends of the pins pro- 
truding from the lingual are ground 


and polished smooth with the lingual 
portion of the bridge. Figure 21 shoy; 
the bridge in place with mouth closed 
and Figure 22 shows the bridg» with 
the mouth open. 


Armamentarium for 
Pin Bridge Technique 

This is shown in Figure 23. Read. 
ing left to right: the bi-bevel drill, 
machine taper reamer; the center top 
is a piece of aluminum which has two 
holes drilled and reamed. Wax i 
melted into the holes and pieces o! 
paper clips warmed and inserted into 
the holes. These will be removed an( 





20. 


Temporary crowns shown with mouth Finished bridge shown with mouth 


open. 
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21. 


closed. 


Finished bridge, mouth open... 
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| and 93. 
Handpiece with bi-bevel drills, taper 
drill. Aluminum bar with wax patterns 
in place. Pin patterns, sprued, pins 
cast, pins cut off casting, plastic back- 
ing pattern. 





placed in a sprue former to cast the 
taper pins. 


IRVING INNERFELD, M.D., New York 


Due to their activity in eliminating 
inflammatory sequelae, buccally given 
proteases have proved a useful ad- 
junct to surgery, both therapeutically 
and prophylactically. Reduced edema, 
induration, and inflammation permit 
better approximation of tissue, less 
scar formation, faster healing, and 
less pain and discomfort for the pa- 
tient. Buccally given streptokinase 
has been used as an adjunct in dental 
surgery, mouth and face surgery, 
emergency craniectomy, amputation 
of gangrenous toes, diabetes mellitus, 
and surgical treatment of pilonidal 
cysts. 


Study Undertaken 

A study of 62 patients, 49 treated 
with buccally given streptokinase and 
13 controls, ranging in age from 12 
to 67 years, has revealed the effective- 
ness of this treatment in inflammation 
resulting from removal of impactions, 
apicoectomy, apicocurettage, multiple 
extractions, and predental surgery. 
Patients were observed postoperatively 
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Figure 24—Another view of the 
aluminum bar with the cast pins, bi- 
bevel drill, taper reamer, paper clips 
waxed in the holes in the bar, one re- 
moved and lying on the bar. The wax 
patterns sprued to cast more taper 
pins are shown at the extreme right. 


Edema Incident to Surgical Procedures 


for intervals of 24, 48, and 72 hours. 

Dosage—The patients to be treated 
were given tablets in the dosage of 
20,000 units, of streptokinase to be 
taken every four hours. 

Results Obtained—1. At 24 hours, 
5 of the 49 patients treated with strep- 
tokinase showed moderate edema, 
while 11 of the 13 controls showed 
moderate to severe edema. 

2. At 48 to 72 hours postopera- 
tively, only 9 of the 49 patients treated 
with streptokinase showed more than 
slight edema and 1 patient com- 
plained of severe pain accompanied by 
minimal edema. 

Ten of the 13 controls showed con- 
siderably prolonged edema at the 
same period, while 2 who had only 
slight pain and edema without trismus 
at 4 hours showed good healing by 
48 hours. 

4. Two controls who had severe in- 
flammatory effects were given strepto- 
kinase and showed exceptional re- 
covery within 24 hours. 

Treatment in Special Cases—The 


24. 

Shows aluminum bar with wax patterns 
in tapered holes. Wax patterns for pins 
sprued, pins cast, drill, taper drill. 


(End of Part Two) 


125A West Commercial 


streptokinase-treated group included 
a woman who was in the seventh 
month of pregnancy, a hemophiliac, 
two diabetics, two patients with a 
history of rheumatic fever, one with 
hypertension, one with syphilis, one 
with chronic arthritis, and four pa- 
tients with allergies. No side-effects or 
toxicity were noted in these cases. 
Decrease of Edema—After the re- 
moval of a carcinoma from the floor 
of the mouth, the patient received 
streptokinase buccally with excellent 
results. In another patient strepto- 
kinase was administered buccally for 
three days after the resection of the 
lower lip. Immediately postoperatively 
a minimal amount of edema was pres- 
ent, which disappeared in 24 hours. 


Effective Use 

Prophylactic use of buccally given 
proteases to prevent edema and. in- 
flammatory developments is a promis- 
ing new application. It has been effec- 
tive when used prior to eye enuclea- 
tion, to dental surgical procedures, 
and to craniectomy for brain surgery. 

Adapted from Journal of the Amer- 
ican Medical Association 170:101 
(June 20) 1959. 






VENEER CROWN 


with Post tor Nonvital Root 


HAROLD P. ROSE, D.M.D.,* Northport, New York 


DIGEST 
Two of the common causes of 
failure in replacing a _ fixed 
crown and post are looseness and 
retainers that are too short. A 
loose retainer may be caused by 


*Veterans Administration Hospital, Northport, 
New York. 
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incorrect design, inadequate re- 
tention, and inaccuracy in fit. 
Too short retainers may be 
caused by overfilling the root 
canal, by not widening the canal 
sufficiently, and by not flaring 
the mouth of the canal. This ar- 
ticle presents step-by-step direc- 
tions for a practical technique in 
which these three difficulties are 


avoided. 








Preparation 
In preparing a root for a crown be 


certain. that the canal can accomo- 


date a post two-thirds of its length. 
This means that the canal must be 
wide enough to accept an accurate im- 
pression. The root must have a finish- 
ing line and be a millimeter and a 
half below the gingiva on the labial 
surface. A chamfer is preferred as the 
finishing line. 


Procedure 

Low heating compound is used in 
taking the impression. The following 
steps are completed: 

1. A paper clip is ground down to 
fit the canal loosely and then bent on 
itself. Sufficient compound must be 
used so that it covers the entire clip 
as shown in Figures 3 and 4. 

2. The copper band impression is 
taken as shown in Figure 5. 
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3. The impression is copper plated 
and a die is made. 

The accuracy of the wax-up. and 
the spruing are: contained in the one 
clip. This is done to allow for support 
to the post and crown and for easier 
investing. 


Steps Illustrated 

The follewing figures show the 
steps in the technique: 

Figure 1—The root with its prepa- 
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and its -widened canal. The 
depth of the canal is also of import- 
-ance. Frequently the length of the 
‘canal is not correctly estimated. This 
step should be completed with care. 
Figure 2—The same preparation on 


ration 


a model for. demonstration purposes. 

Figure 3—The indirect method of 
taking a copper band impression of 
the length and width of the canal. Note 
that the base for the compound is a 
sterilized paper clip bent on itself and 











slightly smaller than the length and 
narrower than the width. 

Figure 4—The impression as it is 
removed from the mouth. Note that 
the entire length and width of the clip 
are completely covered with an 
amount of compound. 

Figure 5—The copper band with its 
root canal dimensions. 

Figure 6—The impression being 
copper plated. 


Figure 7—The die assembled and a 
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wax-up of the crown completed. 
Figure 8—The wax-up is shown as 
it should appear just before investing. 
Figure 9— The wax-up in the 
mouth. 
Figure 10—The casting on the die. 
Figure 11—Casting in the mouth. 
Figure 12—Finished crown. 
Second Technique — A technique 
which may be used to relate the die 
on the model to the adjacent and op- 


posing dentition is the following: 

1. A paper clip is ground down to 
fit the canal loosely and bent on itself. 

2. Inlay wax is used on the clip to 
take an impression of the canal. 

3. This impression is placed in the 
canal and a plaster impression is 
taken. 

4. The counter impression is taken 
with an alginate material and the bite 
is recorded in wax. 


In the practical approach to the 
construction of a veneer crown with 
post for a nonvital root there are three 
main considerations: (1) the length 
of the canal should be about two 
thirds the length of the root. (2) The 
width of the canal should have a 
broad flare. (3) The post, apron, and 
veneer should be in one casting. 

Veterans Administration Hospital, 

Northport, New York 











Are Invitation to Contributors: 


Since 1894 when DENTAL DIGEST 
was founded the pages of this jour- 
nal have been open to articles 
contributed by dentists throughout 
the world. The emphasis has been, 
and will continue to be, on the pub- 
lication of articles on all phases of 
clinical practice. 

DENTAL DIGEST encourages the 
use of many illustrations to show 
techniques. We prefer that the text 
be short and that step-by-step tech- 
nical procedures be presented as 
an illustrated “clinic on paper.” 

A booklet, Suggestions to Au- 
thors, has been prepared by the 
editorial staff and will be sent free 


on request. 
Why publish? Any dentist who 
has developed a technique, refined 


a procedure, or has made a signifi- 
cant clinical observation has the 
opportunity to record these ad- 
vancements and elevate his profes- 
sional standing by making a con- 
tribution to the literature. 

* % * 

For all illustrated articles that 
appear in DeEnTAL DIceEst the 
author will receive an honorarium 
of $50 to help defray his expense 
in preparing the photography or 


drawings. 


Contributors are invited to send 


their articles to: 


Edward J. Ryan, D.D.S. 
Editor, DENTAL DIGEST 
708 Church Street 


Evanston, Illinois 
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The Emotional Basis 


of DENTOFACIAL DEVELOPMENT-=-Part Tio 


BERNARD J. GARN, D.D.S., New York 


DIGEST 

In this concluding installment of 
a two-part article the practical 
consequences of accepting the 
hypothesis developed in the first 
part are explored. If dentofacial 
structure is largely the result of 
emotional factors, diagnosis and 
treatment can only be meaning- 
ful and complete to the degree 
that these factors are under- 
stood. Although at _ present 
knowledge of the subject is limit- 
ed there are many cases where an 
appreciation of the factors dis- 
cussed can mean the difference 
between proper and improper 
treatment. 


Modifying Factors 

Emotions produce specific tensions in 
the muscles. Tensions in the muscles 
govern development of bone structure. 
That the resultant structure is recogn- 
nizable is demonstrated by an innate 
knowledge of physiognomy. It would 
seem simple to measure facial features 
and determine what emotional factors 
produced these measurements. 

If the total of the factors involved 
were as simple as that, physiognomy 
would have been placed on a scientific 
basis many centuries ago. Many fac- 
tors are involved, however, which, 
while not detracting from the validity 
of the hypothesis presented serve to 
complicate the underlying emotions, 
the neuromuscular mechanism, and 
the resultant dentofacial structure. 

These factors are the following: 

l. /nhibition—In man, the muscu- 
lar exnression of emotion is constantly 
inhibiied. However, the muscular pat- 
tern o; inhibition when superimposed 
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upon the original impressive pattern, 
produces a new pattern that can be 
recognized and evaluated. Inhibition 
is not a passive block, but a dynamic 
muscle force applied to counteract an- 
other dynamic muscle force. Thus an 
inhibited frown will differ from an 
inhibited smile, yet there are now four 
muscle patterns to express two emo- 
tions. 

2. Mimicry — There is an auto- 
matic, unconscious tendency for hu- 
man beings to assume facial expres- 
sions that imitate other persons. This 
can be observed especially in babies 
whose faces respond to every expres- 
sion they see. The familiar cartoons 
of masters assuming the facial expres- 
sion of their pets, and the sight of 
audiences responding facially to the 
expression of actors, are other ex- 
amples of this principle. It is likely 
that the facial similarities observed in 
family groups, and many national 
traits of physiognomy result from 
mimicry. 

3. Cultural and Social Patterns— 
The practised eye can often detect the 
country of origin of a person. It would 
seem reasonale to assume that the 
expressive countenance of Latin races 
and the mask-like visage of oriental 
peoples are respectively the products 
of different codes of behavior. Fur- 
thermore, the dissolution of racial 
characteristics in second generation 
Americans of varying backgrounds 
can be readily observed (Fig. 6). 

4. Physiologic Considerations — 
Assuming an identical set of condi- 
tions otherwise, the hormonal balance, 
blood chemistry, and every other 
physiologic aspect of the subject will 
produce modifications in the emotions, 


the neuromuscular patterns, and the 
resulting structure. 

5. Temperament Versus Character 
—In some cases these may be har- 
monious and reinforce one another. 
Often, however, there will be a lesser 
or greater degree of conflict. In any 
case, the interplay between the two 
would preclude a simple, unified ef- 
fect upon the physiognomy. 

6. Complexity and Change in the 
Emotional Tonus—The face is the 
mirror of the mind, but the picture is 
no simpler or easier to read than the 
mind itself. Psychiatry is not an exact 
science, yet the trained psychiatrist 
can detect gross aberrations from the 
norm and the factors that produced 
them. In this case the analogy is a 
precise one. The face can never be 
easier to read than the mind which 
produced it, but conversely it is no 
harder. Just as the “demons” of 
previous centuries have been replaced 
by the neuroses and psychoses, so will 
“feelings” about character, as judged 
from the face, be replaced by measur- 
able factors. 

7. The Effect of Muscles on the 
Emotions—To this point, this article 
has been concerned with an analysis 
of the process that leads from emotion, 
through neuromuscular reaction to in- 
fluence on structure. This process, 
however, is a reversible one: the 
muscles influence the emotions. One 
has to but smile muscularly and the 
corresponding emotion will appear in 
the mind. 

Emotion Produced by Muscular 
Action: The Stanislavsky method of 
acting is based in large measure upon 
techniques of producing mental states 
by means of muscular actions. The 
Reichian school of psychiatry has 
carried the concept to its ultimate in 
treating mental illness by relaxing the 
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tensions in specific muscles. For ex- 
ample, fear_of the father is relieved 
by relaxing stiff neck muscles.17 Nor 
is this practice of treating the psyche 
by working on the “muscular armor” 
as far-fetched as it might first appear. 
The only successful pragmatic meth- 
ods of treating psychoses thus far 
(metrazole, insulin, and_ electric 
shock) have as their end result the 
production of complete muscle relax- 
ation. 

Basic Principles in Therapy: The 
so-called “progressive relaxation” 
therapies work on the same principle. 
And many other examples can be 
found in such fields as yoga, physical 
medicine, osteopathy, chiropractic, 
and physical education. Moreover, 
when we “soothe a troubled brow” by 
stroking it, or feel resolute by “keep- 
ing a stiff upper lip,” the emotions are 
influenced by control of the specific 
muscles involved. 

Measurement Possible—Because of 
the action of these seven modifying 
factors, the resultant physiognomy is 
not as clearly defined or easily read 
as might be expected. The question 
arises: Do these factors so confuse 
the process that it becomes impossible 
to classify and measure features with 
any degree of scientific accuracy? The 
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6. 
Two skulls of European man showing the great variation of relative structure pos- 
sible between members of the same race. 





answer to this question is referred first 
to the a priori argument stated previ- 
ously. If thousands of artists can de- 
lineate the physiognomy in word and 
line, assuredly modern science can 
measure it. Secondly, reference is 
made to the analogy between psychi- 
atry and physiognomy. 

Aid in Classification—When Erich 
Fromm says that there are several 
character “types” in which most 
people can be grouped he does not 
mean that a member of the “hoarding 
orientation” does not want to be 
loved, or that a‘member of the “recep- 
tive orientation” cannot be greedy. 
too. He is merely using the most 
salient features as a convenient aid in 
classification. His “opened mouthed” 
and “tight-lipped” observation may 
well be used as a starting point in a 
classification of character. 

Diagnosis of Mild Cases Difficult— 
Diagnosis in psychiatry is much 
simpler in an extreme case of neurosis 
or psychosis than it is in a relatively 
normal person. Similarly, right-left 
photographs would be expected to 





show more delineation of character in 
neurotic than in normal persons. Fifty 
years ago Oppenheim and Bleuler de- 
termined that the upper and lower 
face were incongruous in psychotic 
persons.!® 

Sufficient evidence is available to 
answer the question in the affirmative. 
but a definite and valid answer will 
only be forthcoming when the proper 
criteria of study and measurements 
are discovered and applied. 


Approaches to 
Further Study 

Assuming that Napoleon was cor- 
rect when he said “For brain work 
give me a man with a good allowance 
of nose,” the first step in extended 
study would seem to be to acquire 
some large-nosed researchers. They 
might well deduce specific knowledge 
from the general premise by using the 
tools of electromyography, photogra- 
phy, and statistical analysis. 


Reich, W.: The Function of the Orgasm. 


New York, The Orgone Institute Press, 1948. 
Op. Cit. 6. 
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Cephalometric measuring 
points. These have been select- 
ed on an anatomic basis. It 
will be necessary to determine 
new points of reference based 

upon the predictable effects of 
the muscular com ponent of 
emotions. 


Related Studies in Nerve Function 
—Electromyography has _ provided 
much interesting data on the action 
of muscles during mastication and de- 
slutition in the study of Fifth nerve 
function by Prujansky,’® and Moy- 
ers,” but the use of this device in 
Seventh nerve studies has so far not 
been as fruitful.*! It should be pos- 
sible soon, however, to acquire more 
exact data on the mimetic muscula- 
ture, and particularly as these muscles 
relate to emotional states. 

Effect of Specific Emotions on Bone 
Structure—Once the precise direction, 
intensity, and duration, of muscle 
forces in specific emotions have been 
determined it will be possible to pre- 
dict what effect these will have on the 
developing bone structures. With the 
knowledge available it can be postu- 
lated that (1) chronic hostility will 
produce a tension in the masseter and 
a consequent bite-closure; (2) chron- 
ic fear will result in a hypertonicity 
of the platysma and consequent open- 
bite and orthognathism; and (3) 
longing (for affection) would be ac- 
companied by parted lips and a hy- 
pertonicity of the tongue which would 
tend to develop a bimaxillary pro- 
trusion. 

New Indexes Predicted—With a 
tremendous increase of knowledge in 
this field it will be possible to set up 
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meaningful indexes of facial measure- 
ment. The indexes used up to now have 
been arbitrarily determined and, for 
these purposes are as valueless as the 
illustrations in physiognomic atlases 
of fifty years ago*” (Fig. 7). 

Science of Physiognomy Future 
Goal—Atfter this, if profile, full face, 
lateral composite (right-left) and up- 
per face and lower face photographs 
were made in mental institutions, 
penal institutions and other places 
where extremes of human character 
exist in a climate that would afford 
gratuitously the results of exhaustive 
psychologic testing, statistical analysis 
could be used to correlate the facial 
measurements with the psychologic 
data. If the premises outlined have 
been correct, these procedures should 
provide the fulfillment of one of man- 
kind’s oldest dreams, a real science of 
physiognomy. 


Practical Implications 

It is always difficult to assay the 
practical applications of knowledge. 
Nor are practical considerations the 
main reason for acquiring knowledge. 
There may be many unforeseen appli- 
cations arising from this investiga- 
tion, or there may be none. It is safe, 
however, to assume the following: 

1. It should be possible to deter- 
mine which emotional factors might 


be responsible for certain dysgnathias 
and enhance orthodontic treatment 
accordingly. 

2. The various pressure factors re- 
sponsible for periodontal breakdown 
might be more fully understood and 
methods acquired to deal with them. 

3. It could be discovered that 
mouth breathing is an emotional or 
psychic state that produces changes 
in the lymphoid ring, the sinuses and 
nose, and the dental structures rather 
than vice versa as is now believed. 

Application in Occlusion—In the 
study of occlusion, so fundamental to 
dentistry, emphasis on articulation 
and joint morphology is being dis- 
carded and considerations of muscu- 
lar balance are being weighed. This 
concept, too, could be considerably en- 
riched by a further knowledge of the 
specific action of muscle tensions. 

Possible Use in Psychotherapy—In 
psychology and psychiatry, the data 
obtained through a scientific approach 
to physiognomy may well prove to be 
a valuable diagnostic tool. Perhaps, 
if the beliefs of the Reichian school 
are substantiated, the treatment of the 
oral and facial musculature will prove 


1#Pruzansky, A.: The Application of Electr 
myography a Dental Research, JADA 44:49- 68 
(January) 1 
Moyers, Ratt. : 
21Qp. Cit. 9. 
22Coates, J.: How to Read Heads and Faces, 
Philadelphia, The David McKay Co., 1937. 
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to be important in psychotherapy. A 
science of physiognomy would have 
wide practical application in voca- 
tional guidance, social psychology, 
anthropology, and criminology. Jour- 
nals in these subjects are replete with 
articles concerning experiments, thus 
far fruitless, to set up criteria of facial 
appearance as it relates to person- 
ality.23 24, 25 


Negative Implications 

For the present, the implications of 
this concept are negative rather than 
positive. Bearing in mind the essential 
unity of mind and muscle, and the 
specificity of the various psychic and 
muscular tensions, the fact must be 
acknowledged that any change in 
muscle will affect the emotions in a 
definite way. This raises the question 
of what psychic effects are brought 
about by dentists in rendering ortho- 
dontic treatment, changing the oc- 
clusion through grinding of restora- 
tions, making full dentures, treating 
bruxism or tongue thrust by pros- 
thetic means, or undertaking any other 
procedure that will change the facial 
musculature. 

Unity of Mind and Muscle—There 
are those, in dentistry, who insist that 
bruxism is a psychologic problem and 
must be treated by psychiatric means. 


Another school of thought insists that 
occlusal equilibration and periodontal 
therapy will correct it. The concept of 
the unity of mind and muscle em- 
braces the correctness of both points 
of view and shows that there is, in 
actuality, no real divergence between 
them. 

Effects of Sudden Muscular Dislo- 
cation—Only twenty-five years ago, 
Henry A. Cotton, M.D., Director of 
the New Jersey State Hospital at 
Trenton, treated thousands of cases of 
psychosis by total odontotomy. He ob- 
tained excellent results, and his con- 
clusions, case reports and statistics, 
were published in the leading medical 
journals.*® 2° He ascribed the suc- 
cess of this treatment to the elimina- 
tion of focal infection. With the de- 
mise of the popularity of the focal in- 
fection theory, this treatment was 
abandoned. However, in the light of 


Kanner, L.: Judging Emotions From Facial 
Sao, Psych. Monographs 41:1-91 (Feb- 
ruary) 19 

21F rois- Whitman, J.: The Judgement of Facial 
Expression, J. Exper. Psychol. 13:113-151 
(April) 1930. 

2Jeness, A.: The Recognition of Facial Expres- 
ye in Emotion, Psych. Bull. 29:324-350 (May) 

Cotton, Henry A.: The Defective, Delinquent, 
and Insane, New Haven, Princeton University 
Press, 1921. 

27Ibid.: The Relation of Focal Infection to Men- 
tal Illness, ‘ M.J. 3:672-677 (April 17), 
c oy — (April 24), and 3:770-775 (May 1) 


Seurcy After Bilateral Adrenalectomy 


this concept, many cures might be 
ascribed to the changes brought about 
in the mind by the tremendous mus<u- 
lar dislocation that must accompany 
the sudden extraction of a comp’ete 
healthy dentition in a young person. 


Summary 

It has been shown that there is a 
considerable body of fact that indi- 
cates the validity of physiognoiny. 
Indeed the only contrary fact is a 
negative one, the absence of experi- 
mental proof. 

Many experiments and findings in 
anthropology, physiology, medicine, 
and dentistry have been interpreted to 
demonstrate the biologic mechanism 
responsible for the relationship be- 
tween emotions and dentofacial struc- 
ture. 

As a corollary to this, a concept of 
the unity, the specificity, and the re- 
versibility of the psychoneuromuscu- 
lar phenomenon involved has been 
evolved. 

How this knowledge can provide a 
rational basis for future experimental 
work that should produce positive re- 
sults and perhaps have considerable 
practical importance has been indi- 
cated. 


745 Fifth Avenue 


DIGBY CHAMBERLAIN, Ch.M., F.R.C.S., and N. V. ADDISON, F.R.C.S., Leeds, England 


Summary and Conclusion 
The adrenal cortex is the main storage 
depot of vitamin C in man. 

The release of cortical hormones is 
associated with an increased excretion 
of ascorbic acid and a reduction of 
the ascorbic acid content in the gland 
itself. 

Large oral doses of vitamin C ap- 
pear to increase corticoid but decrease 
17-ketosteroid excretion in the urine, 
indicating a direct action on the ad- 
renal cortex. 

It is debatable whether or not vita- 
min C is concerned with the actual 
synthesis of the adrenocortical ster- 
oids, but it is suggested that the power 
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of the adrenal cortex to secrete the 
hormones is dependent on the pres- 
ence of ascorbic acid. 

Low Vitamin Excretion—In certain 
cases of scurvy, it is significant that 
infection was present in each case, 
and also in another patient with a 
low ascorbic acid excretion. Infection 
was not recorded in any other case 
which had undergone bilateral adre- 
nalectomy. The presence of infection 
is believed to cause vitamin C to be 
utilized more rapidly, and thus de- 
plete the limited reserves. It is be- 
lieved that patients who have their 
adrenal glands and ovaries removed 
tend to have a lowered reserve of the 


vitamin immediately after the opera- 
tion. This belief is based on the find- 
ing of a low vitamjn excretion in sev- 
en patients following adrenalectomy 
and oophorectomy, and comparing 
these values with a group of patients 
who were recovering from other types 
of operation. 

Adequate Intake Advised—lIt is sug- 
gested that these cases should receive 
an adequate intake of ascorbic acid 
if they are not to develop deficiency 
symptoms. 


Adapted from British Medical Jour- 
nal (Nov. 8) 1958, p. 1130. 
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Simplified Impression Technique 


for BRIDGE and PRECISION Cases 


DIGEST 

This article describes a technique 
for taking impressions of pre- 
cision cases and bridges. The 
technique employs a combination 
of plaster of paris and silicone. 
The result is an accurate repro- 
duction of all the undercuts and 
ridge areas together with a prop- 
er positioning of the retainers. 


Impression Material 

In the past, when an impression was 
taken to construct a bridge or a pre- 
cision case plaster of paris was used 
as the impression material. One rea- 
son for this was that with plaster of 
paris the retainers occupied the same 
relative positions in the working cast 


"Visiting Research Associate, Department of 
Dental Materials, Marquette University, Milwau- 
kee, Wisconsin. 








+ 


2, 


with plaster of paris. 
3. 
ference of the teeth. 
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The abutment teeth containing the retainers are covered 


JOSEPH RUBINSTEIN, D.D.S.,* Highland Park, Illinois 


as they occupied in the abutment 
teeth. For if the slightest dislocation 
of the retainers had occurred in any 
direction, the result would have been 
a misfit of the finished appliance, 
necessitating a disassembling and a 
resoldering of the component parts 
of the bridge. 

Advantages—Other reasons for u;- 
ing plaster of paris were the follow- 
ing: 

1. It is extremely accurate. 

2. It can be prepared quickly. 


I. 

Retainers consist- 
ing of 3-surface 
inlay and full go!d 
crown seated in or 
on the abutment 
teeth. 


The plaster should not extend beyond the widest circum- 3 Z 


3. It is inexpensive.’ 

Disadvantage—Fhe main disad- 
vantage in the material is that it re- 
quires much chair time to remove 
the plaster impression from the 
mouth, particularly when locking un- 
dercuts exist. 

Combination of Materials—The 
technique advocated herein uses plas- 
ter of paris around the abutment 
teeth. In this way the retainers are 
accurately seated in the plaster and 
will not be dislodged. For the re- 





1Applegate, Oliver C.: Essentials of Removable 
Partial Denture Prosthesis, Philadelphia, W. B. 
Saunders Company, 1954. 
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A. 


A tray is prepared which will cover the abutment teeth and 


the ridge tissue. 


5 and 6. 


The tray and the plaster on the abutment teeth are painted 


re 


The silicone paste and ‘the catalyst are mixed in the pro- 


portions advocated by the manufacturer. 


with an adhesive so that the silicone impression material will 9, | 


adhere to them. 


The material fron 


A portion of the silicone mixture is inserted into the syringe. 


1 the syringe is squeezed around the un- 


dercut areas of the abutment teeth and on the ridge tissue. 





maining area silicone impression ma- 
terial is used. It has good elastic 
properties and flows easily. It will, 
therefore, give an accurate impres- 
sion of the undercut areas; it also 
permits impressions of the ridge tis- 
sues in their completely undisturbed, 
relaxed, and static condition." 


“Addison, Paul I.: An Application of the Muco- 
static Principle to the Precision Attzchment Par- 
tial Denture, Dental Survey, pp. 108-113. (Janu- 


ary) 1946. 
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Steps in the Technique 

1. The retainers are constructed 
for the bridge or precision case. 

2. The retainers are seated into or 
over the preparations. 

3. The incisal or occlusal portions 
of the teeth containing the retainers 
are covered with plaster of paris. The 
plaster should not extend beyond the 
widest circumference of the abut- 
ment teeth. Otherwise, it will be 
locked in the undercut areas. 


4. The outer surface of the plas 
ter is painted with adhesive. 

5. A tray is prepared which will 
cover the plaster-coated teeth and the 
ridge tissues to the muccobuccal and 
muccolingual folds. This tray is also 
painted with adhesive. 

6. The silicone paste and the cata 
lyst are mixed in the proportions 
recommended by the manufacturer. 

7. A portion of the material is ir 
serted into the syringe and_ ther 
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10. 


The remaining portion of the silicone mixture is loaded 
into the prepared tray. The tray is then placed over the 
abutment teeth containing the plaster-coated retainers. 


Il. 


The retainers are properly seated in the plaster. The sili- 
cone material gives an accurate impression of the gingival 
portion of the abutment teeth and the ridge tissue. 


12. 


From the combination plaster-silicone impression a stone 
model is produced which shows the retainers occupying 
the same position as on the original model. 


squeezed around the gingival areas 
of the abutment teeth. 

8. The remaining portion of ihe 
silicone mixture is loaded on the pre- 
pared tray and carried over all the 
abutment teeth and ridge tissues. 

9. At least nine minutes should be 


allowed to elapse from the time the 
silicone is mixed until the impression 
is withdrawn from the mouth. 

The impression will contain the re- 
tainers seated in the plaster, and all 
the undercuts and ridge areas accur- 
ately outlined in the silicone im- 





pression material. 


1893 Sheridan Road 





Author’s Note: The materials employed in these 
studies were R & R Silicone adliasive and impres- 
sion products supplied by the Ransom and Ran- 


dolph Co., Toledo, Ohio. 





JOHN ADRIANI, M.D. 


Some reactions are in no way re- 
lated to the local anesthetic drug. 
The side actions of epinephrine 
may be mistakenly ascribed to the 
local anesthetics. Pallor, tachy- 
cardia, or tremor and excitement 
caused by epinephrine may be 
confused with the prodromal signs 
of nervous system reactions. The 
differentiation is not difficult be- 
cause epinephrine does not cause 





Toxicity of Lecal Anestheties 


convulsions, twitchings, or dis- 
orientation. The blood pressure 
is markedly elevated and the pulse 
rate is accelerated. Pulmonary em- 
boli, fat emboli, air emboli, coro- 
nary occlusion or cerebral vascu- 
lar accidents may occur coinci- 
dental to the use of a local during 
operation. They may have been 
mistaken for a drug reaction by 
uninitiated clinicians unfamiliar 


4. 


~ 


with the behavior of local anes- 
thetics. Convulsions which persist 
after the administration of a bar- 
biturate or which recur at periodic 
intervals for several hours after 
the use of local anesthetic drugs 
are due to some other cause and 
not to the drug. 


From Postgraduate Medicine 
24:99 (August) 1958. 
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SURGICAL FLAPS 


and INCISIONS 


FRANCIS J. McDONOUGH, D.D.S.,* Newburgh, New York 


DIGEST 

Modern dentistry places great 
emphasis on the use of high speed 
techniques. These techniques are 
becoming increasingly important 
in operative dentistry. Used care- 
fully, speed is an important fac- 
tor in dental surgery. The patient 
with a badly deteriorated mouth, 
because he has been traumatized 
in the past with lengthy dental 
procedures and therefore neglec- 
ted dental care, will greatly bene- 
fit from modern high speed tech- 
niques. Intelligent planning and 
the careful use of speed will re- 
duce chair time and avoid undue 
trauma to the patient. This article 
presents a successful approach to 
the more difficult exodontic prob- 
lem that all dentists encounter at 
one time or another. 


Operative Procedure 
Many dentists do not realize that it 
is possible to remove by surgery a 
molar tooth encased in dense alveolus 
in the same amount of time that it 
takes to remove a tooth in more 
normal bone by forceps technique. 
In the realization of this operation 
the placing of incisions and the hand- 
ling of the flaps is of prime im- 
portance. These measures are import- 
ant factors in operative time and the 
prevention of unneccessary trauma. 
Importance of Visibility—Placing 
the flaps so that the surgeon has per- 
fect visibility of the surgical field is 


*Attending Oral Surgeon, St. Lukes Hospital, 
Newburgh, New York. 
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the first rule that should be observed. 
The operator can save himself un- 
necessary osseous dissection if he can 
always see what he is doing. The in- 
cision should be carried high enough 
or low enough on the mandible so 
that the apex of the tooth to be re- 
moved can always be seen (Fig. 1). 
The small foreign bodies that can be 
seen (spiculae of alveolus or tooth; 
or the small root apex) can always 





i 


be easily identified and removed. 


Management of the Periosteum— 
Practitioners are not always in agree- 
ment on the specific function of the 
periosteum, but clinical experience 
has demonstrated that adequate care 
of and respect for it will pay divi- 
dends. The following precautions are 
helpful: 

1. The incision should start with 
the scapel held so that maximum 
pressure can be applied. This will 
cleanly incise the periosteum through- 
out the entire length of the incision. 


Lines of 
incision 








I. 
Flap should allow perfect visibility. 
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2. A periosteal elevator is an ex- 
tremely important instrument in do- 
ing surgery of the mouth. A piece of 
gauze, on the end of the elevator 
(Fig. 2) gently pushed ahead of it 
will help to remove the periosteum 
cleanly from the bone. It will also 
prevent perforating the periosteum. 

3. The mucoperiosteum is most ad- 
herent at the neck of the tooth, at 
the point of attachment of the frena, 
and over cystic areas. In the latter 
areas where resorption of bone has 
taken place, cystic tissue and perios- 
leum may have to be divided. 

Protection of Clot—The oral cav- 


ity is adequately supplied with blood 
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Be 


Gauze held on the end of 
periosteal elevator to raise 
periosteum without tearing 
it. 


ee ta call 


3. 

Flap placed so that there is 
no pinching of blood ves- 
sels when it is retracted. 


4. 

Area proximating flap un- 
dermined to facilitate su- 
turing. 


and the oral surgeon should profit 
from this condition. The incision 
should be long enough and the flap 
large enough so there is no pinching 
of blood vessels when the flap is re- 
tracted (Fig. 3). Enough area in the 
flap should be included so that it has 
a shoulder of bone to rest against 
when it is replaced. This will pro- 
tect the clot by preventing the soft 
tissues from collapsing. 

Suturing Facilitated—Suturing can 
be made easier if the approximating 
tissue is undermined at the time the 
incision is made (Fig. 4). 


Summary 
Surgery in a comparatively small 
field can be greatly expedited if a few 
basic rules are observed: (1) always 
(Continued on page 470) 







Stipple indi- 
cates arca to 
be undermined 


Line of incision 
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Clinical and Laborato 


Bitewing Modification for an Edentulous Arch 
Albert G. Siepker, Jr., D.D.S., Quincy, Illinois 
I. Fasten a Number 3 cotton roll to the bitewing tab with cello- 


phane tape. When the cotton roll is placed on the edentulous ridge 
a bitewing exposure may be made of the teeth in the opposite arch, 


a 
son wae, 7 


Control of Root Canal Instrumentation 


S. S$. Seidenberg, D.D.S., Brooklyn, New York 


2. After the length of the root canal has been determined by x-ray 
examination, attach a split lead shot (fishing sinker type) in the 
proper position to all the endodontic instruments that will be used 
in the procedure. The lead shot will act as a stop. 


—————E— 


—S EF -—- Dane 


LEAD SHOT : 
STOPPER ~ 
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Bubble-free Inlay Investment 
Joseph I. Schnitman, D.D.S., New Haven, Connecticut 
3. Select an ordinary nail with a shank the same size as a dental 


bur. Bend the nail to conform to the shape of a small rubber mixing 
bowl. With the nail inserted in the handpiece mix the investment. 





READERS are Urged to Collect $10.00 


For every practical clinical or laboratory suggestion tha! 
is usable, DentaL Dicest will pay $10 on_publica- 
tion. 

You do not have to write an article. Furnish us with 
rough drawings or sketches, from which we will make 
suitable illustrations; write a brief description of the 
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SUGGESTIONS .. . 


Positioning of Wax Bite Rims 


Carl Gold, D.D.S., Boston, Massachusetts 


4. After the wax occlusion rims have been fitted and contoured, 
notch the upper rim in several places. Place a mix of zinc oxide- 
eugenol paste on the lower rim. When the patient occludes in centric 
the paste will flow into the notches. When the paste has hardened 
the rims are removed.and can be mounted in the proper relationship. 


Protecting a Wax Pattern Before Investment 


Paul Friedman, D.D.S., Geneva, Switzerland 


%- Secure a small alnico magnet from a radio parts shop. Cement 
the magnet inside a small plastic box. Fill the box with water. The 
metal sprue pin that holds the pattern will be attracted to the mag- 
net. The wax pattern is suspended in the water. 


Needle Storage 


H. Wiesjahn, D.D.S., LaCrosse, Indiana 


(i. Cut a two-inch strip from a sponge rubber hand cleansing pad. 
Sterilize the pad by squeezing it in a liquid sterilizing solution. Al- 
low the pad to dry. Insert suturing and hypodermic needles in the 
pad and store in a surgical cabinet. The sponge rubber will not dull 
the needle points. and will hold the needles in an easily accessible 
position. | 


technique involved; and jot down the advantages of the 
technique. This shouldn’t take ten minutes of your time. 
Turn to page 470 for a convenient form to use. 

Send your ideas to Clinical and Laboratory Suggestions 


Editor, DentaL Dicest, 708 Church Street, Evanston, 
Illinois. 
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AS SURGERY in any of its forms becomes more 
audacious the demand for more skillful anesthesia 
becomes equally important. The days are gone 
when almost anyone was allowed to pour ether on 
a piece of cloth held over a patient’s nose or a per- 
son was permitted to operate a “gas” machine with- 
out prior training. The dentist who serves as the 
anesthetist for a general anesthetic and as the sur- 
geon at the same time is, or certainly should be, 
looked down upon as an anachronism. 

Any dentist who accepts the responsibility of 
rendering people unconscious with drugs through 
inhalation or by intravenous injection should be 
aware of the basic physiologic processes that are 
involved, of the indications and limitations of the 
various anesthetic agents, and of the resuscitative 
methods that are indicated should an emergency 
develop. 

A comprehensive course of clinical indoctrina- 
tion in anesthesiology is, of course, preferred to 
any other kind of teaching. If such a course is not 
available or convenient for the dentist he may now 
acquaint himself with the facts of modern anes- 
thesia from a book recently published by an expert 
in the field.’ 

This is the kind of straight talk that a clinician 
will appreciate: 

“Exodontia and most other dental procedures 
performed in the office, are usually placed in the 
category of ‘minor’ surgery. Surgery may be cate- 
gorized as ‘minor’ or ‘major’ but general anesthesia 
cannot be. There is no such thing as a minor general 
anesthetic. The administration of a general anesthe- 
tic is a major procedure irrespective of what it is 
for and who administers it. The simplicity of the 
contemplated procedure by no means nullifies or 
minimizes the hazards involved. The hazard of un- 


dergoing general anesthesia may be likened to the 





1Adriani, John: Fundamentals of General Anesthesia for Students and 
Practitioners of Dentistry, Springfield, Illinois, Charles C Thomas——Pub- 
lisher, 1959 
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price of the cover charge one pays at a club for the 
privilege of entering the facility. Indulgences by 
the participant, after entering, are at an additional 
cost in proportion to his likes and desires. The same 
applies to general anesthesia. The inherent hazards 
for a particular type of anesthetic are the same 
whether or not surgery is performed. Surgery su- 
perimposes additional hazards. If the procedure is 
minor and brief, the added hazard is small. Should 
it be extensive, then the superimposed hazard may 
be increased many-fold. Thus, the simplicity or 
complexity of an anesthetic procedure is deter- 
mined and established before one begins to operate. 

“Emphasis is often placed upon the duration of 
the procedure, the inference being that in a short 
procedure the dangers of anesthesia are negligible. 
The saying ‘a whiff of gas’ or ‘just a little pentothal’ 
is indicative of this attitude. Of course, it is con- 
ceded that many patients escape death because the 
operation is short and the maladministered anes- 
thetic is discontinued in time. However, a catas- 
trophe would result if the maladministration had 
been allowed to continue for a longer period of 
time. For example, asphyxial concentrations of 
nitrous oxide may be administered for several 
minutes to extract teeth without necessarily causing 
death or apparent ill-effects. A patient may tolerate 
sub-oxygenation for several minutes and, when the 
operator is fast, survive; but is asphyxiated under 
the same circumstances if the operation lasts a 
longer time. However, one cannot predict for how 
long a patient may tolerate a maladministered an- 
esthetic. It is not unheard of for patients to die 
during anesthesia before surgery is commenced.” 

If a dentist administers general anesthesia he has 
the responsibility to understand the principles and 
exercise the safeguards that are defined in the 
Adriani book. If the dentist refers patients to a spe- 
cialist he should practice the kind of comprehensive 


anesthesia that is described by Adriani. 
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Antibiotics 
in Surgery 





Lowered resistance and sources of 
contamination both within and with- 
out the body increase the susceptibil- 
ity of the host to surgical infection. 
When an infection seems probable, 
antibiotics should be administered in 
full therapeutic dosage. On the basis 
of later cultures the drugs may be 
modified. 

All patients are susceptible in vary- 
ing degree to such hazards as pre- 
operative stress; medication-abolish- 
ing reflexes, which dry secretion and 
cause hypotension; anesthesia; and 
surgical trauma. Lowered resistance 
may also be aggravated by diminish- 
ed liver function, lowered white cell 
count, abnormally low gamma globu- 
lin, diabetes, malignant tissue in the 
operative field, x-ray therapy, reduc- 
tion of properdin in the blood, shock, 
and steroid therapy. Under such con- 
ditions autoinfection is easily estab- 
lisned by contamination from a rup- 
tured viscus or abscess or by invasion 
of pathogenic bacteria from bowel, 
nasopharynx, or skin. 

Hospitals now generally harbor an- 
tibiotic-resistant bacteria. These are 
mostly staphylococci and gram-nega- 
tive bacteria from the bowel. Hospital 
personnel provide both a constant 
reservoir and effective transportation 
from patient to patient. Bedding is 
often heavily contaminated and difh- 
cult to sterilize. 

An infection originating after the 
patient comes to the hospital is best 
suppressed by an antibiotic not com- 
monly used since the causative agent 
is probably in the resistant group. 
A culture from the operative site just 
hefore closure may be an invaluable 
guide. As soon as infection is sus- 
pected, drug therapy should be be- 
gun. Not only the bacteria but their 
accumulated toxins may be fatal. The 
initial dosage should be high, with 
reduction upon evidence of toxicity. 
The broad-spectrum antibiotics are 
given by mouth in doses of 2 grams 
a day initially and reduced to 1.5 to 
| gram as control is achieved. Par- 


enteral doses should not exceed 1 
gran) 
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When control of infection is sug- 
gested by reduction of fever, well- 
being of the patient, and subsidence 
of inflammation and pain, the dosage 
is reduced by one-half for forty-eight 
hours. It is discontinued completely 


if no evidence of infection returns 
during an observation period of two 
to three days. 

In surgical patients who have dam- 
aged heart valves or congenital heart 
lesions, antibiotics should be used 
preoperatively. In bowel surgery, 
with peritoneal soiling, antibiotics 
are used alone or with sulfa drugs of 
low solubility. Colon surgery is still 
responsible for about 30 per cent of 
deaths from surgical infection. 

Persistent infection is treated with 
blood transfusions, increase in fluids, 
and reduction of excessive medica- 
tion. Combination of antibiotics may 
produce results when a single agent 
has failed. One of the drugs should 
be effective against gram-positive, an- 
other against gram-negative organ- 
isms, with possibly a third agent that 
is effective against both. 

Foster, Frank P.: Deitch, Bernard; 
and Dadey, John L.: Antibiotics in 
Surgery: Some General Principles 
and Practical Points, S. Clin. North 
America 37:811-826 
1957. 
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Psychiatry in 
Dentistry 


Often the dentist can treat the diffi- 
cult patient with much better under- 
standing and ability if he heeds the 
advice given the family physician. 
The family physician is in an ad- 
vantageous position to protect against 
chronic mental illness. Every day he 
treats patients psychosomatically. 
The reluctance of the practitioner of 
general medicine to treat mental ill- 
ness often stems from failure to ac- 
cept neurosis as a disease, and the 
lack of a specific diagnosis. Mental 
disease suggests a chronic illness with 
a prolonged therapeutic period and 
limited chance of cure, resulting in 
the physician’s frustration and dis- 
couragement. 

In psychotherapy there are cer- 
tain “don’ts” which are of great value 
to any professional man: 

(1) Don’t argue. The patient 
should be encouraged to talk about 
his problems with the hope that he 
will recognize the source of his diffi- 
culty. Degeneration into a discussion 
or argument should never be allowed. 

(2) Don’t advise. Counseling is an 
attempt to solve some of the patient’s 
problems for him. Therapy tries to 
help the patient solve his own prob- 
lems. 

(3) Don’t be hostile. The patient 
should be allowed expressions of hos- 
tility without censure. 

(4) Don’t be unsure. A complete 
physical examination assures the 
physician that nothing organic ac- 
counts for the patient’s symptoms. 
Repeated examinations should not be 
necessary even if the patient de- 
mands them. Any _ abnormalities 
should be carefully considered and 
not thoughtlessly used to explain ob- 
viously neurotic symptoms. 

(5) Don’t be too reassuring. Pa- 
tients realize that a certain amount 
of workup is necessary to make a 
diagnosis. Premature optimistic pro- 
nouncement may convince them that 
their symptoms are taken too lightly 
or that the physician is inefficient. 

(6) Don’t approve or censure. To 
assist the patient in discovering the 

(Continued on page 466) 
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reasons for unusual attitudes, the 
physician should accept the patient’s 
actual words as factual without show- 
ing condonement or disapproval. 

(7) Don’t be too credulous. The 
therapist should not become so en- 
grossed in the patient’s words as to 
lose their meaning. 

Basically, all psychotherapy is de- 
pendent on a few simple concepts: 
confidence of the patient in his phy- 
sician, support of the patient by the 
physician, and opportunity for the 
patient to talk about his troubles 
thereby gaining some measure of in- 
sight. 

Usually the features of the suicidal 
patient can be recognized. Unsuccess- 
ful attempts should be viewed seri- 
ously. Depressed patients often repeat 
such endeavors. Expressed suicidal 
intent should never be dismissed as 
an attention-getting device. A rapid 
change from depression to elation 
may signify a planned suicide. Re- 
cent or heavy drinking should be a 
warning, since depressed patients 
may drink to relieve the associated 
discomfort. 
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All agitated depressions, acute pan- 
ic states, and morbid thoughts of 
baseless self-accusation may suggest 
suicidal intent. Suicide in the family 
or the recent loss of a loved one is 
also significant. 

Hyman, Maurice: Some Aspects of 
Psychiatry in General Practice, GP 
16:83-86 (September) 1957. 


al Allergic Problems 


n In Dentistry 


It is recognized that dental factors 
frequently contribute to allergic 
problems. Often infected teeth, con- 
tact reactions to dentures, and sensi- 
tivity to drugs and anesthetics used 
in dental procedures are potentially 
related to such allergic manifesta- 
tions as urticaria, asthma, migraine, 
and angioneurotic edema. On the 
other hand, periodontal disease and 
deformed arches can result from al- 
lergic conditions. 

The typical allergic facies of asth- 
matic children frequently include ir- 
regular teeth. Nasopharyngeal edema 
may cause nasal obstruction, septal 


deviation, and poor development of 
sinuses. This eventually may lead to 
constriction of the upper dental arch 
and inadequate space for growth and 
eruption of teeth. 

The importance of a detailed his- 
tory cannot be overemphasized. A 
suspected allergic factor should be 
established by sensitivity tests. Drugs 
which commonly produce dermatitis 
or stomatitis in allergic persons are 
those containing phenolphthalein, 
barbiturates, salicylates, 
mine, belladonna, arsenic, mercury, 
bromides, codeine, quinine, and sul- 
fonamides. Similar reactions occur 
from penicillin, sulfaguanidine, Gan- 
trisin®, and Achromycin®. The pro- 
longed use of Dilantin® sodium 
causes gingival hyperplasia in some 
patients, especially when oral hygiene 
is poor. 

Removal of the offending agent or 
hyposensitization is the most obvious 
form of treatment. If the allergen is 
in the medication or anesthetic, 
harmless substances must be substi- 
tuted. Usually Xylocaine® can be 
used instead of procaine. It is also 
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important to watch for delayed re- 
actions from local anesthetics. 
Thomas, J. Warrick, and Syrop, 
Harold M.: Allergy Problems Re- 
lated to Dentistry, Ann. Allergy 15: 
603-617 (November) 1957. 
Sua Gingival 
Leukoplakia 


=== « 
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Frequently the question is raised 
as to what can be done for gingival 
leukoplakia. Usually any thickening 
of the mucosal epidermis tends to de- 
velop a whitish discoloration. 

Leukoplakia is the analogue of 
senile keratosis on the skin. As such 
it has potentialities for malignant 
change and development. Fortunate- 
ly, in a large number of cases no pro- 
gression takes place. In some there 
is even regression to normal spon- 
taneously or with removal of an ir- 
ritant such as discontinuance of 
smoking. 

Patients using proper oral hygiene 
and who are free of incitants, such as 
syphilis, may be watched for un- 
toward changes. Biopsies should be 
considered when thickening, indura- 
tion, fissuring, and extension of 
patches are noted. Snipping tiny bits 
of mucosa here and there from se- 
lected sites is adequate for histologic 
study. 

Destruction by cautery or resec- 
tion is indicated where there is sus- 
picion of irreversible changes. A 
number of medical measures have 
been advocated for use both locally 
and systemically. Unfortunately, 
none has proved reliable or given 
reproducible results. 

Questions and Answers; Gingival 
Leukoplakia, JAMA 166:14%3-1401 
(March 15) 1958. 


\’ Contact Dermatitis 


Eczema is a common condition and 
is frequently noted in patients seek- 
ing help for all types of disorders. 
There is no satisfactory definition to 
include the many forms and phases 
of the condition. 

There are many theories and ex- 
Planations for the causes of “ec- 
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Sharp Increase in Use of 
Myerson’s Plastic Teeth 


Experience with Myerson’s 
Dura-Blend Plastic Teeth 
Validates Research 


Recent figures show an increase of 58% 
in the use of Myerson’s Dura-Blend 
plastic teeth. Thus has large scale clini- 
cal experience confirmed the findings 
of the “detectability” test and other 
studies reported when 13 new moulds 
and 3 new shades were recently added. 
The importance of these new additions 
is shown by the fact that they now 
account for close to 40% of all the 
Dura-Blend teeth used. 


Dentures Found Improved 
Three Ways 


As expected from the preliminary re- 
search, in actual use, dentists found 
the new developments to be of advan- 
tage in three principal ways. This is 
shown in the analysis that follows of 
the hundreds of voluntary statements 
received. 


(1) 46% of the statements praised the 
“naturalness” and “‘esthetics” of the new 
Dura-Blend developments. This vali- 
dates the results of the series of de- 
tectability tests conducted at 1958 
meetings of Dental Societies in which 
only 10.7% of the participating den- 
tists were able to accurately distinguish 
Dura-Blend plastic teeth from natural 
teeth. (See table below.) 














No. of No. of 
Meeting Participants Correct % Correct 
Boston 138 1] 8.0 
Buffalo 112 14 12.5 
Toronto 104 13 12.5 
TOTAL 354 38 10.7 








Dura-Blend detectability test results. Full details may be 
secured by requesting Reprint DB 1 


(2) 28% laid specific emphasis on ad- 
vantages derived from the three new 
shades. Previous study had shown the 
augmented Dura-Blend shade guide 
capable of yielding first choice in 
match to natural teeth 44% more often 
than any other of the shade guides 
tested. 





Figure 1. Slender forms, longer ridge laps typical of the 
new Dura-Blend moulds. 

(3) 26% found greatest cause for com- 
ment in the new Dura-Blend moulds 
which had been added based on an in- 
vestigation of possible improvements 
in this phase (see Figure 1). 


Evaluation Assortment Available 
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Figure 2. 


A special Evaluation Assortment 
(#DB-13) has been prepared containing 
the new Dura-Blend moulds and 
shades. Arrangements will be made to 
show it to you upon request — with- 
out obligation on your part. Address: 
Myerson Tooth Corporation, 91-90 
Hamilton Street, Cambridge 39, Mass 





zema. External, internal, and com- 
bined etiologic factors have been ad- 
vanced as the causes of this trouble- 
some and economically devastating 
disease. 

It appears that sensitization is a 
contributing factor in the production 
of eczematous reactions in the skin. 
Experienced observers are aware, 
however, that the concept of allergy 
does not clarify the many forms of 
the disease. 

Eczema and dermatitis have the 
same basic histologic changes. One 
could infer that acute dermatitis due 
to a known and proved excitant may 
produce changes identical to those 


found in a comparable stage of ec- 
zema. Since the reaction is brought 
about by an externally applied agent, 
it might be assumed that an exogen- 
ous factor is responsible for all or 
at least many eczemas. 

However, this assumption does not 
explain the selectivity that somehow 
must depend upon the receptiveness 
of the host. An adequate explanation 
is still lacking. It is important to de- 
tect the external factors, if any, which 
many times can be found in the en- 
vironment or occupation of the pa- 
tient. 

Time and research may find meth- 

(Continued on page 470) 








report of clinical findings published to date: 









Thermodent Tooth Paste 
relieved and controlled 
hypersensitive teeth 


in 79.2% of the cases studied 
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Thermodent as an aid 
to everyday management of hypersensitivity 


Published reports of clinical investigations show that patients who experience tooth pain 
from hot and cold or sweet and sour foods —as well as during cold weather— benefit measur- 
ably from regular brushings with Thermodent. In 571 observations on 92 patients, it was 
found that 42 per cent of the patients had complete relief of dentine hypersensitivity — and 
30 per cent “good” relief —during regular use of Thermodent. All 92 patients “reported 
at least some benefit.””* 


The reduced sensitivity afforded by Thermodent allows routine and thorough brushing for 
patients formerly unable to maintain proper oral hygiene. In addition, office visits are less 
painful because sensitivity to instrumentation is diminished — making for better patient 
cooperation and a saving of valuable chair time. 


Thermodent for relief 
during painful dental procedures 


In periodontia, for example, extreme dental sensitivity is normally encountered. In a recent 
study restricted to periodontal patients, the effectiveness of Thermodent as a desensitizing 
agent was shown by the following results: 97 per cent of the patients experienced complete 
relief from hypersensitivity after three weeks of Thermodent brushing, yet control subjects 
with sensitive teeth “were not free from the complaint after five weeks on a placebo.” 


SUMMARY OF RECENT CLINICAL STUDIES 


SHOWING RESULTS OF THERMODENT THERAPY 
(Total of 207 patients studied; 79.2% experienced relief) 
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90 — Of ninety-two 
patients treated, 
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available at all pharmacies in 2-oz. tubes © 


1. Toto, P. D.; Staffileno, H., and pe. A. W.: we Ved Leeming G Go. Sne. 


J. Periodontology 29:92 (July) 1958 
2. Abel, |.: Oral Surg. 11:491 (May) 1 
3. Fitzgerald, G.: Dental Digest 62: 494 “iNov.) 1956. 155 East 44th Street, New York 17, N. Y. 
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CLINICAL AND LABORATORY SUGGESTIONS 
(See pages 462 and 463) 


Form to be Used by Contributors 


To: Clinical and Laboratory Suggestions Editor 


DENTAL DIGEST 
708 Church Street 


Evanston, Illinois 


From: —— 








Subject: __ 





Explanation of Procedure: 


Sketch: 


Suggestions submitted cannot be acknowledged or returned. 


$10 will be paid on publication for each suggestion that is used. 
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ods that will make it possible to dis. 
cover with certainty what factor or 
combinations of factors cause a sub. 
ject to acquire eczema or render him 
susceptible to an outburst if he con. 
tinues to be exposed to the incrimi. 
nating elements. 

Contact with many well-known 
possible irritants is the simplest ex. 
planation for the production of an 
eczematous reaction. The removal of 
the causative contactant from the 
spheres of activity of a patient is not 
enough to bring about an immediate 
secession of the inflammation. The 
damage wrought as well as the reac. 
tion provoked must be overcome and 
the normal physiology of the integu- 
ment restored. 

Michaelson, Henry E.: Contact 
Dermatitis, Mod. Med. 25:69-70 
(June 1) 1957. 


Surgical Flaps 
and Incisions 
(Continued from page 461) 


be able to see the entire surgical field, 
(2) remember that the oral cavity is 
a contaminated area but is also quite 
vascular, hence the flap should be re- 
laxed so that the blood supply is not 
inhibited, and (3) the tissue must 
always be handled carefully. Dentist- 
ry has one ultimate aim: restoration 
of function. If surgery in the oral 
cavity includes reduction of postop- 
erative pain and facilitation of heal- 
ing definite achievement is made to- 
ward that ideal. 
279 Liberty Street 


















fhe Castle That Was Destroyed 1s 
a colorful folder about dental health. 
Kids love it. And before they know 
it, they learn easy-to-remember 
dental truths. And some of them 
carry the word to other kids, and 
to parents, too. Price, 100 for $15. 


DENTAL DIGEST 
1005 Liberty Ave., Pittsburgh 22, Pa. 
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the# There is no diagnostic substitute for 
not 


looking at and talking to a patient. 
late Admirable and helpful as they are, 
laboratory tests are not substitutes for 
cac- § clinical examination. X-ray shadows 
and § certainly reveal changes in the density 
egu- # of tissue. Blood and saliva tests give 
valued clues to the status of body 


tac! @ fluids. Microscopic examinations give 
9-70 important information on the struc- 
ture of cells. As more and finer lab- 
oratory tests are evolved in dental and 
medical practice there is the danger 
that the patient-as-a-person may be 
pushed further into the background. 
Man is more than the sum of his 
body parts and tissues because he also 
ield, possesses a mind and a soul. The mind, 
'y 1S It the emotions, the human spirit are not 
{uile | adaptable to precise scientific meas- 
© Te ft urements. We may make rough ap- 
| NO! f vroximations of the quotient of intel- 
must # lisence, of the manner and kind of 
list: F emotional response, of the depth of 
Aion Ff irituality. We cannot, however, 
oral F neasure any of these qualities with the 
Stop § techniques of science. Perhaps it is 
ved just as well that we cannot. 
e to- 


The limitations of our diagnostic 
kills came to my attention recently 
when a young woman of 27, whom I 
have known during her entire life, 
wrote to me from a distance of more 
than 2000 miles to ask for a profes- 
ional opinion. Although she sent me 
an acceptable set of full mouth x-rays 
lwas hard put to make anything ex- 
cept a provisional diagnosis, despite 
her well-written case history. 

The problem that presented was a 
tlatively common one among young 
adults. The young woman had taken 
a European trip. Her budget was 
limited. She developed bleeding, 
‘wollen, and sore gums while she was 
away from home. The condition re- 
sisted her self-administered treatment. 
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FIG. B FIG. C 


The function of gingival bevels 


Fig. A shows a flat gingival seat which presents short, unsupported 
enamel rods which may fall away after the impression is taken or 
during seating of the inlay. 


Fig. B indicates use of a reverse bevel which contributes to the 
resistance form and helps to guide the inlay to a positive seat 
during cementation. 


Fig. C, the more usual method, shows a bevel of the gingival seat. 
This prevents the leaving of any loose ends of enamel rods which 
may fall away while seating the restoration or after the restoration 
is in service. Here, no free ends of enamel rods are presented 
along the gingival margin. 


(Prepared under the direction of 
competent dental authority.) 
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The history suggested an acute ulcera- 
tive gingivitis with a probable super- 
imposed ascorbic acid deficiency. Or 
perhaps the sequence was reversed; 
the vitamin deficiency prepared the 
tissue-soil for the invasion of micro- 
organisms. 

When the young woman returned 
to her home she sought the services of 
a dentist. I presume that the dentist 
had strong leanings toward periodon- 
tal surgery for that was the treatment 
that he suggested on a rather dog- 
matic, take-it-or-leave-it basis. It was 
then that I received the call to attempt 
diagnosis and suggest treatment by re- 


mote control. It was then that I felt 
the futility of attempting a diagnosis 
without seeing, examining, talking to 
the patient. 

I would guess (and that is all it is) 
that the dentist did not know that the 
patient and her mother are both dis- 
inclined to eat citrus fruits; that he 
did not know that the mother has worn 
an upper denture since her mid-forties 
and that her father was only slightly 
older when he became edentulous; that 
the young woman had recently re- 
turned from a European trip where 
she probably aggravated her basic 

(Continued on page 473) 
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Analgesia with a plus 





In Oral Surgery 


0), 


meperidine-promethazine combined 


MEPERGAN 


Promethazine Hydrochloride and Meperidine Hydrochloride, Wyeth 








MEPERGAN is indicated in endodontic, periodontic, and virtually all oral surgery. It may be used 
as an adjunct to local anesthesia or as premedication for general anesthesia. MEPERGAN is appro- 
priate both for the patient requiring several simple procedures in one session and for the patient 
requiring more extensive work. 


e Provides analgesia plus sedative, amnesic, e Permits smaller doses of general anes- 
antiemetic, antihistaminic, and potentiat- thetics 
ing actions 
e Permits smaller doses of narcotic anal- 
e Produces analgesia reported to be twice as gesics by promethazine potentiation 
great as that of its meperidine content 
e Reduces alterations in vital functions by 
e Provides safe basal anesthesia reducing need for depressant agents 


*Trademark 











Available in TUBEX® disposable sterile-needle units 
Also available in multiple-dose vials 





Philadelphia 1, Pa. 
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avitaminosis because her budget was 
limited. These are certainly all diag- 
nostic clues and should be considered 
in any treatment program. 

The x-rays that I saw showed mini- 
mal destruction of the supporting 
hone. No x-ray, however, can show the 
quality of the soft tissues—the degree 
and extent of inflammation, the mo- 
bility of the teeth in their sockets, the 
type of exudate, the odor of the 
breath. These, too, are all diagnostic 
clues that should be evaluated before 
any treatment program is proposed. 

My clinical impression was that the 
young woman should receive the 
treatment of gradualism. Treatment 
should begin with simple procedures: 
careful scaling and curettage, adjust- 
ment of the occlusion if that is neces- 
sary, basic instruction in home care 
and nutrition. If these remedies are 
ineflective—and only then—should 
the resort to surgery be considered. 
To start treatment with surgery when 
no grave emergency is concerned is a 
method of putting last things first. To 
place the last in the position of first 
things is a violation of logic and bi- 
ology. 

A proper understanding of biologic 
process seems to be lacking in our 
training. Or, stated in terms of the 
metaphysician, we lack a basic phil- 
osophy of life forces. The human or- 
vanism is in constant struggle to main- 
tain homeostasis, to maintain balance, 
to survive. We should do nothing in 
our treatment that is contrary to these 
lite forces. We should not forget the 
human being within the patient. 

In my quandary over this patient 
and her problem I was heartened to 
tead in the excellent journal Post- 
graduate Medicine an excerpt from an 
article by S. R. Wilson that originally 
appeared in the Journal of Medical 
Education: 

“The practitioner who is born with 
clinical sense is in the same category 
as the good farmer, who, using eyes, 
ears, nose, and touch, can size up the 
tate of his beasts. The developing of 
clinical sense or, perhaps, sensitivity, 
is possible enough, just as Words- 
= trained himself to become a 

; but the danger of losing even 
any edre ‘rent quality in this direction 
has steadily increased with the growth 
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93.3% 


Effective in 
Gingival 
Bleeding 


AMOSAN produced improvement in the 
treatment of gingival inflammation. 


AMOSAN (Sodium Peroxyborate Mono- 
hydrated buffered with Sodium Bitar- 
trate Anhydrous) used as a mouth rinse, 
is a 93.3% effective ancillary agent in 
the treatment of inflamed bleeding gums. 
A rigidly controlled triple-blind study at 
a leading medical center! produced those 
convincing results. 


A a case estat 





ag FIRST | visit 


—‘Freatment: Regular 
oF ‘Amosan rinse. 








2 DAYS LATER eo 


symptoms, pain, ewelting, e 
and infection, were occ | 


AMOSAN isa concentrated oxygenating agent that combats anaerobic 
oral bacteria without the hazards and expense of antibiotics. It also has 
detergent and hemostatic actions, yet is gentle and non-irritating with an 
almost neutral pH (approx. 8).2 Low surface tension (37.3 dynes per cm.) 
of AMOSAN solution promotes pocket penetration. 

At the first sign of bleeding gums, gingival recession or tooth mobility, use, 
recommend and prescribe AMOSAN. 


AMOSAN 





Samples and professional literature available on request. 
THE KNOX COMPANY 1400 Cahvenga Bivd., Los Angeles 28, Calif. / Fort Erie, Ont., Canada 


1. The New York Hospital — Cornell Medical 
Center, Presented as a Scientific Exhibit 


at the American Dental Association 
Annual Session, November 1957. 


2. Behrman, S. J.; Fater, S. G.; Grodberg, 
D.L.; An Evaluation of Oxygenating 
Agents in the Treatment of Gingi 
Inflammation. J. Dent. Med., Ont, 7958. 





of x-ray and laboratory techniques. 
Hospital residence magnifies this 
danger, unless the young intern hears 
some fundamental wisdom from his 
senior colleagues. But his senior col- 
leagues themselves have often re- 
nounced their birthright and depend 
too much on the tests of the titrater 
and the shadows of Roentgen. Even if, 
as a medical student, he were taught 
the fundamentals of clinical examina- 
tion, the man going into general prac- 
tice will almost certainly have to re- 
learn them and make his own working 
rules, by which to measure up his pa- 


tients’ state. This is a personal matter. 
but of such importance that it is be- 
ing emphasized. To look at the tongue, 
sure reflector of the stomach, to feel 


the pulse and, while holding the hand, 





test both heart and personality, to 
look at the eyes and gauge the nervous 
system, to feel the skin and estimate 
the tissue’s texture—these, surely, are 
the primary factors of our clinical 
examination, and are the basic guides 
in determining the seriousness or 
otherwise of the case before us.” 

In somewhat different vein and with 

(Continued on page 475) 
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“I wish I could have done something to help... a 


You can do something 

about traffic accidents! Drive safely yourself—obey the 
law. Sure. But you can do a lot more! Traffic accidents affect everybody} je. 
Reducing them is a community problem. Its solution calls for systematic, 
organized effort and cooperation with public officials —for teamwork andj 2 
leadership. Here is where you can help. Join with others who are working] ju 
actively to promote safe driving and secure strict enforcement of all traffic 
laws. Make your influence count. Support your local Safety Council! sha 


C®@ 





Where traffic laws are strictly enforced, deaths go DOWN! 





Published in an effort to save lives, in cooperation with the National Safety Council and The Advertising Council. 
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a different emphasis an article in the 
British Lancet expressed a philosophy 
of medicine in a “Story of Creation” 
style: 
Q “In the beginning the Creator made 
~ | the doctor. He made him generous and 
y,§ jealous, logical and inexact, faithful 
and cynical. 
C,] “On the second day He created the 
yj Bacteria and said: “The hemolytic 
streptococci shall destroy the people 
124 but the nonhemolytic ones shall pass 
Ac them by as a breeze over the waving 
corn, and the non-lactose-fermenters 
shall be a scourge on the innocents but 
the lactose fermenters shall be the 
strength of their digestion.’ 
“On the third day He created the 
Vitamins and Hormones and said: 
‘Behold, the Vitamins and Hormones, 
how they toil. They toil in the bright 
rays of the sun and in the dark folds 
of the seed and woe unto him that hath 
them not.’ 
“On the fourth day He created the 
Antibiotics and said: “This shall be a 
sign for you, a universal remedy, in- 
fallible, invincible.’ But Resistance 
thwarted them. 

“On the fifth day He created the 
Psychotherapists and said: ‘I leave it 
to you. And they arose and built 
themselves little temples and _ the 
people lay down and _ worshipped 
them. 

“On the sixth day He created the 
Will-to-Live and said: ‘Let the pa- 
tient live.’ 

“On the seventh day He looked on 

His handiwork and saw that every 
good had an antagonist and every ill 
had an antidote and every antidote 
had a neutralizer. He was satisfied 
that none would win or lose and that 
all would live and die.” 
People come to us for relief of dis- 
ease. They are not particularly inter- 
ested in our philosophy, unless that 
philosophy is meaningful in the diag- 
nosis and treatment of their disease. 
in addition to skill and professional 
_@ompetence our patients expect us to 
_* @Pe honest in our judgments. We can- 
4 fPot judge with wisdom unless we 
ssess more than fragmented knowl- 
edge. All types of knowledge and all 
rms of culture, in turn, sharpen our 
linical sense. 
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“YORICK" 


Sku os 372"'x2'/," Price 


$15.00 


With This Miniature Ivorine Skull You 
Can SHOW Patients What You’re 
Talking About 


Invaluable in Educating Patients to Accept 
Your Concepts of Advanced Dental Service. 
Suggestions on Its Use Accompany Skull. 


If you do not have our Catalog No. 33, 
write for your copy today. 


COLUMBIA DENTOFORM 
CORPORATION 


“The House of a Thousand Models” 
and 
Home of Brown Precision Attachments 








131 East 23rd Street New York 10, N. Y. | 


48 REAMERS AT YOUR 
FINGER TIPS 





Riese gongs ies 


ENODON: RACK 


Matching numbered holes speed finding and 
replacing files and reamers. Companion dish 
continuously protects and sterilizes. Visual 
inventory gives split second check of com- 
pleteness of set, prevents misplacements. 
Work on two successive patients possible 
without reloading. Rack $12.50. Sterilizing 
Dish $2.50. Set $15.00. 


THE ENODON® GAGE 
. « « Climinates measurements and errors 
in gaging distance between crown and 
apex. 








Order from your Dealer. 


YOUNG DENTAL MFG. CO. 
4958-D Suburban Tracks 








ENJOY A FABULOUS MIAMI BEACH VACATION 


at the beautiful 


SORRENTO 
HOTEL 


On the ocean... at 44th St. 
Miami Beach, Fla. 


Rates As Low As 





* per day 
3 5 or person 
double occupancy) 
(75 out of 150 rooms) 


AND ONLY $8. DAILY with two wonderful meals 
Big, beautiful rooms with AIR-CONDITIONING, Free TV 


and radio. Free chaise lounges and beach mats. Free park- 
ing, cocktail parties plus many other features. 


Considered the BEST RESORT VALUE in Miami Beach. 


For descriptive booklet write to hotel, or 
your local travel agent. 
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For Dentists 
and Physicians 


How to sharpen your DIAGNOSTIC SHKLL 


The information from a shelf of textbooks has 
been compressed into the easily-read, rotating 
1114” dial chart, ORAL DiAcnostic SIeéns.. Use of 
the chart will save you hours of searching through 
reference material. 

The mouth is a mirror that reflects the mani- 
festations of many systemic diseases. One hun- 
dred of these system diseases are included on 
OraL Dracnostic Sicns. The lesions that may 
appear on the lips, buccal mucosa, tongue, gingi- 
va, and palate are described on the chart. 

The dentist encounters lesions of the mouth 
that should alert him to consider diseases of 
nutritional or hormonal imbalance, of malig- 
nancy, of bacterial or viral origin. In such cases, 
the dentist should refer the patient to the physi- 
cian for more thorough examination and treat- 


ment. The physician observes lesions of the 


~iouth that may be of mechanical or local infec. 
tive origin. In such cases, the physician should 
refer the patient to the dentist for definitive 
treatment. 

The dentist, because he often sees the patient 
before the physician sees him, has the opportu- 
nity to become an important member of the 
health team by detecting the early expressions of 
systemic disease. Early detection and treatment 
of these conditions will save lives! 

Every dentist and physician—whatever his 
specialty or field of particular interest—should 
have a copy of this important diagnostic aid! 
Send for your copy today! 

Ora Diacnostic Sicns has been prepared by 
Edward J. Ryan, D.D.S., Editor of Dental Digest, 
and E. Cheraskin, M.D., D.M.D., Professor of 


Oral Medicine, University of Alabama. 
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